Hyphaema continues to be a puzzling clinical entity in spite of both laboratory and clinical studies of the disease.'-4 It has various known causes: trauma (play, fighting, surgical, occupational, recreational, accidential), tumors of the iris, diseases leading to iris neovascularisation, and anterior uveitis to mention a few.1 3 5 Considerable differences of opinion exist about its management. Some of the forms of treatment suggested include miotics, mydriatics cycloplegics, topical and systemic corticosteroids singly or in various combinations, sedation with complete bed rest with unilateral, bilateral, or no patching of the eyes, and the use of such medications as acetazolamide, urea, mannitol, and glycerol when the intraocular pressure is raised.' [6] [7] [8] [9] [10] Opinions also differ on the timing and the mode of surgical treatment."1-'3 The final visual outcome is often more related to the associated ocular injuries than to the hyphaema itself.
The literature on the topic of hyphaema from Africa is sparse.812 This study was undertaken to determine the general pattern of nonsurgical traumatic hyphaema in our population and to compare it with similar reports from other parts of the world.
Patients and methods
A protocol was prepared for a prospective study of the patients admitted with the diagnosis of traumatic Interval between occurrence and presentation ( Table 2 ). Only 26 patients presented within 24 hours of injury. Of these, 22 were males and 4 were females, a ratio of 5-5 to 1. Thirty patients were seen after the first day but within the first week of their disease.
Level of traumatic hyphaema ( responsible for hyphaema in the largest number of patients in this series. There was a conspicuous lack of toys and industrial accidents as causative factors in contrast to the experience in the more technologically advanced countries of the world. The domestic causes of hyphaema included falling against the edges of a mud bed, wooden door, and face down on rocky ground. The rebound effect of rubber caused hyphaema in a patient with a sling shot and in 5 taxi drivers as they tied luggage to the boots of their cars.
Associated ocular injuries and complications (Tables 5, 6 , 7). The cornea was most frequently involved in complications associated with traumatic hyphaema. Corneal blood staining occurred in 16 patients, 10 males and 6 females. The ages ranged from 2j to 35 years. Fifteen of the patients had total hyphaema, and the remaining 1 had corneal lacera- 7 15 tion in addition to hyphaema that persisted after paracentesis and repair of the laceration.
Besides the 2 patients in whom visual acuity improved during the period of follow-up (from perception of light to 6/12 in one, and perception of light to 6/24 in the other) the vision in this group of 16 patients either stayed at the initial low level or became worse with time. Corneal blood staining was still present in 29 months of follow-up in 1 patient but cleared in 2 months in another one.
The lens was the next most common structure involved. There were 9 eyes with cataracts and 3 patients with lens displacement.
Vitreous haemorrhage occurred in 9 patients, and macular haemorrhage was noted in 4 others. Raised intraocular pressure was recorded in 15 patients.
Seven patients, all males, comprising 9-2% of the total number, had further bleeding into the anterior chamber while they were in hospital. Four of these patients were seen within a day of their injury and their average time for rebleeding was approximately 5 days after admission to hospital. Vision remained poor or became worse in these patients except in one in whom visual acuity improved from light perception to 6/9 within 3 months.
Three eyes were enucleated, 2 for intractable glaucoma and 1 for cosmesis after the eye had become phthisical. Corneal blood staining had occurred in all 3 patients.
Other associated findings and complications Table 8 it is noted that surgical evacuation of blood from the anterior chamber was done in 16 patients, representing 21 % of the total number in the series. Surgery was performed between 2 days and 33 days from the onset of the injury, with an average period of approximately 11 days. In 4 patients in whom visual acuity improved appreciably after surgery (2 from PL to 6/6, one from PL to 6/12 and the other from PL to 6/24), the operation was performed within the first week of injury.
Visual outcome. In Table 9 Patients with blood-stained cornea. Abbreviations as in Table 7 . Abbreviations as in Table 7 .
males. These reports are in sharp contrast to the experience of this study, in which only 34-2 % of the patients were seen within the first 24 hours of injury.
Inadequate awareness, poverty, and paucity of facilities for eye care, which for most patients often necessitated travelling long distances to obtain the appropriate treatment, all account in varying degrees for this state of affairs. These problems also explain the difficulties with satisfactory follow-up examinations.
The preponderance of the involvement of the right eye can probably be explained by the fact that there are usually more right-handed than lefthanded people in most populations. A missile thrown with the right hand is more likely to hit the opposite eye of the victim.
Patients with total hyphaema formed the largest group in this study, in agreement with that of Rakusin and Kuming from South Africa.8 In most other reports such patients form only a small percentage of the total number.7 914 The probable reason for this difference is that some of the patients in this series had had secondary haemorrhage before they were seen in the unit. If this proposition is true, then the in-hospital rate of rebleeding of 9-2% will be lower than the true one for the hyphaema population, though it is still within reported ranges.6 7 14 15 It is also possible that the eyes of darkly pigmented people react more unfavourably to trauma as is thought to happen with chronic open-angle glaucoma.'817 The same presumed reasons for slow pupillary dilatation with mydriatics in such people may also partially explain the increased difficulties with hyphaema in them. 18 Though the ciliary body and the canal of Schlemm are the main source of bleeding and the principal route of absorption of the blood in the anterior chamber respectively, the iris also partakes of both of these processes.24 10 Since the brown iris has more stromal pigmentation, with fewer iris pores and crypts than a blue iris, it is possible that the proportion of the blood in the anterior chamber that is resorbed through the iris stroma will disappear more slowly in a brown-eyed than a blue-eyed individual. 19 Associated with the large number of patients with total hyphaema in this series is the high rate of corneal blood staining seen. The worse visual outcome with increasing level of hyphaema and with the presence of corneal blood staining is in agreement with other reports.8 914
Surgical evacuation of blood was carried out on the average at a time when there might have been fibrinoid attachments of the blood clot to the iris, thus making the procedure more hazardous.1' The use of fibrinolytic agents is worth considering in such circumstances. '213 The recent use of the techniques of vitrectomy may be helpful in these cases, though such facilities are difficult to obtain in most developing countries.20
In some recent elegant studies Goldberg has shown the harmful effects of sickled erythrocytes in the anterior chamber of patients with any sickling haemoglobinopathy, including those with sickle cell trait. His advocacy of early surgical evacuation of blood from the anterior chamber in such patients is to be noted.2' This finding is of particular importance in an African population among whom the prevalance of sickling haemoglobinopathy is high.
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